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Management of Speech Disorders in a Hospital Clinic 


WILLIAM G. PEACHER, M.D.* and 
- GEORGIANA M. PEACHER, PH.D.** 
Syracuse, New York 


Due to the magnitude of World War II it 


has been possible to make an extensive 


study of speech disorders from gunshot 
wounds, an opportunity which has not pre- 
sented itself since World War I.°:+%§ 19.1116 
This has been achieved, further, by the 
army providing many facilities to promote 
a program of this type. Numerous obser- 


vations have been made including directing | 


attention to the necessity of detailed meth- 
ods of examination, need of a uniform and 
comprehensive classification, and the essen- 


tiality of therapy to include the entire or- 


ganism rather than the presenting defect 
alone during rehabilitation. Even more im- 
portant is the liaison necessary among all 
concerned in this plan. To illustrate the 
manifold ramifications of speech problems 


m among the various members of the medical 


profession a table has been compiled (see 
Table I) to include the disorders most likely 


mto be encountered in the various specialties. 


The majority of physicians are usually well 
aware of the type of defect and its patho- 
logical and therapeutic implications in so 


@iar as it refers to their branch of medicine. 
hey have not always had, however, a sys- 


ematic knowledge of speech disorders in 
peneral or of the possibilities and often good 


Bresults following re-education. 


*Assoc. Director, Speech Clinic and Assoc. Prof. Speech 


Pathology, Syracuse University, Syracuse, New York. 


**Speech Pathologist, Veterans Administration, Philadel- 
phia, Penna. 


Dysphasia is the term preferred to apha- 
sia as more clearly describing the symptoms 
present as an impairment rather than a 
complete loss of speech. It refers to a dis- 
order of symbolic behavior involving defects 
in expression and comprehension of lan- 
guage. Due to the highly integrated and 
coordinated nature of neurological function, 
processes of reading, writing, spelling and 
calculations often show associated involve- 
ment. The majority of cases are mixed 
types (expressive-receptive) early, but one 
phase usually predominates particularly as 
improvement continues, e.g. when_ largely 
expressive, it is designated as motor or ex- 
pressive dysphasia or if receptive, it is 
called sensory. or receptive dysphasia. Oc- 
casional cases of amnesic dysphasia: have 
been observed where the chief difficulty is 
in recalling of words as names of objects, 
qualities or conditions. Rarely, a complete 
aphasia is present over a period of time in 
extensive brain damage, although it may be 
present for a short duration immediately 
after the injury or during the progress of 
a tumor or inflammatory process. 


Stuttering (dysphemia) is a disorder in- 
terfering with normal rhythm or fluency of 


speech and is commonly associated with a - 


psychological background although an or- 
ganic basis is occasionally found. It is char- 
acterized by tonic and clonic spasms in the 


speech mechanism and is accompanied often. 
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with secondary manifestations of personal- 


ity disorder. 


TABLE I. 


Specialty 
Etiology or Pathology 


GENERAL SURGERY 
Cleft lip, palate 


PLASTIC SURGERY 
Cleft lip, palate 
Maxillofacial wounds 
ORAL SURGERY 
Maxillofacial wounds 
Malocclusion 
PSYCHIATRY 
Psychological 
Mental deficiency 
Psychoses, neuroses 
OTOLARYNGOLOGY 
Laryngeal pathology 
Impaired hearing 
PEDIATRICS 
Psychological 
Central nervous system 
pathology 
Cleft lip, palate 
Articulatory and vocal 
_ deviations 
ORTHOPEDIC SURGERY 
Pyramidal, extra - py- 
ramidal and cerebel- 
lar lesions of child- 
hood 
SPEECH PATHOLOGY 
Cleft lip, palate 
Psychological 
Articulatory and vocal 
deviations 
Central nervous system 
pathology 
Peripheral nervous sys- 
tem pathology 
Laryngeal pathology 
Mental retardation 
Impaired hearing 
NEUROLOGY 
NEUROSURGERY 
Central nervous system 
pathology 
Peripheral nervous sys- 
tem pathology 
Psychological 
PSYCHOLOGY 
Psychological 
Central nervous system 
pathology 


Disorder 
Rhino-phono-lalia 


Rhino-phono-lalia, 
Dyslalia, Dysarthria 


Dyslalia, Dysarthria, 
Dyslalia 


Stuttering, Aphonia 
Alogia, Dyslogia 
Dyslogia 


Aphonia, Dysphonia 
Dysaudia 


Stuttering, Aphonia 
Dysphasia, Dysarthro- 
phonia 
Rhino-phono-lalia 
Dyslalia, Dysphonia 


Dysarthro-phonia 


Rhino-phono-lalia 
Stuttering, Aphonia 
Dyslalia, Dysphonia 


Dysphasia, Dysarthro- 
phonia 
Dysarthria 


Aphonia, Dysphonia 
Alogia, Dyslogia 
Dysaudia 


Dysphasia, Dysarthro- 
phonia 
Dysarthria 


Stuttering, Aphonia 


Stuttering, Aphonia 
Dysphasia, Dysarthro- 
phonia 


Dysphonia refers“to disorders in phona- 
tion which may be organic or functional in 
origin. They also result from alterations in 
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the organs or articulation (soft and hard 
palates, etc.) or similar changes in the res- 
onating structures, such as the oral and 
nasal cavities, oropharynx, nasopharynx, 
etc., due to gunshot wounds, tumors and 
congenital deformities; impairment of hear- 
ing and in lesions of the central nervous 
system with associated dysphasia and dys- 
arthrophonia. Dysphonia may result fur- 
ther from lesions in the medulla, region of 
the jugular foramen, in the course of the re- 
current laryngeal nerves and laryngeal pa- 
thology. 

Dysarthria implies a disorder of articula- 
tion due to a lesion of the central or periph- 
eral nervous systems. When the central 
nervous system is involved, dysarthria may © 
result from lesions to the following tracts: 
1) pyramidal, 2) extra-pyramidal, 3) fron- 
to-ponto-cerebellar and associated cerebellar 
pathways. Due to the frequent associated 
changes in phonation in these cases, the 
term dysarthro-phonia has been proposed as 
more accurate.*° Pure dysarthria results in 
lesions of the peripheral nervous system due 
to the pathology involving the facial and } 
hypoglossal nerves. Vagus lesions are in- 
cluded with dysphonia, especially in refer- 
ence to vocal cord paralysis. There are iso- 
lated instances of paresis of the soft palate | 
with or without cord implication, and in 
these cases nasality is evident. 

Dyslalia is a disorder of articulation due 
to a structural rather than a neurological 
lesion of the organs of articulation (tongue, 
hard and soft palates, teeth, lips, alveolar 
margins). It may be functional such as 
poor habits and training (sigmatism, etc.), 
substandard sectional or regional differences 
(Eastern, Southern, General American), 
foreign dialects (barbaralalia), etc. Or- 
ganic cases may be congenital such as jaw 
and dental defects and abnormalities, cleft 
lip and palate, etc., or acquired in instances 
as gunshot wounds and injuries, tumors, in- 
flammatory processes, etc. Because of ar- 
ticulatory and phonatory changes in pa- 
tients with cleft or perforated palates the 
term, rhino-phono-lalia,”* has been suggested 
in contrast to the previous designations: 
and rhinophonia.** 

Dyslogia includes the articulatory prob- 
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lems accompanying cases of neurosis, psy- 
chosis and mental retardation. Absence of 
speech in these groups is designated as 


alogia. 

The six primary classifications have been 
described at this time, there being numerous 
subdivisions in each individual group. In 
addition, two or more disorders may co-ex- 
ist such as dysphasia and dysphonia; dys- 
arthria and dyslalia, etc.; and also defects 
of rhythm, phonation and articulation may 
be associated with pyramidal and extra- 
pyramidal tract involvement. 


TABLE II. 
Functional Disorders 

1. Psychological factors, psychoneuroses—stut- 
tering. ; 

2. Vocal and articulatory deviations—dysphonia, 
dyslalia, idiolalia, agitolalia, barbaralalia. 

3. Hysteria, conversion—aphonia. 

4. Mental Deficiency—endogenous or hereditary 
—alogia, dyslogia. 

5. Neuroses, psychoses—dyslogia. 

Organic Disorders 

1. Pyramidal, extrapyramidal, and cerebellar 
disorders—cerebral diplegia, choreo-athetosis, 
paralysis agitans, etc.—dysarthro-phonia. 

2. Degenerative lesions—disseminated sclerosis, 
hepatolenticular degeneration, Friedrich’s 
ataxia—dysarthro-phonia. 

3. Mental retardation—acquired—alogia, dyslo- 
gia. 

4. Cerebro-vascular . disease—dysarthro-phonia, 
dysphasia. 

5. Inflammatory processes—abscess, encephali- 
tis, meningoencephalitis, etc.—dysarthro-pho- 
nia, dysphasia. 

. Brain tumors—dysarthro-phonia, dysphasia. 

7. Cranio-cerebral trauma—dysarthria, dysar- 
thro-phonia, dysphasia. 

8. Impaired hearing—otitis media, trauma, etc. 

—dysaudia. 

9. Cleft lip and palate—congenital, traumatic, 
etc.—rhino-phono-lalia. 


10. Laryngeal pathology—structural or neurolog- 
ical—aphonia, dysphonia. 


a 


There are many speech clinics throughout 
the country, but the great majority are as- 
sociated with the departments of speech at 
the various universities. These are almost 
entirely directed by speech pathologists and 
their problems have been largely func- 
tional (see Table II) including stuttering, 
dyslalia, dysphonia with occasional organic 
cases such as rhino-phono-lalia and dys- 
phasia. This type of organization repre- 


sents the ideal arrangement for cases fall- 
ing into the above categories. There are 
also some speech clinics associated with hos- 
pitals on an out-patient basis both here and 
142728293034 Such a situation would 
be more suitable for the organic types (see 
Table II). Under these circumstances, the 
initial examination is made by the physician 
who is in the best position to determine or- 
ganic etiological factors which may need 
preliminary therapy and to collect all avail- 
able facts from the various consultants and 
thereby direct treatment. It would not mat- 
ter particularly in what specialty the medi- 
cal director had been trained as long as he 
devoted considerable time to the study of 
these conditions. In this respect some have 
recommended association with neurological 
clinics as typified in the U.S. Army during 
World War II,?!:** which will be discussed 
later. Others, particularly on the continent 
have felt that attachment to otolaryngologi- 
cal units preferable such as Paikin’® due to 
the frequency of defects accompanying 
hearing impairment and vocal cord distur- 
bances. Speech clinics in Russia, however, 
have been connected largely with neuro-psy- 
chiatric institutes. Actually, the same sug- 
gestion could be made in connection with 
each of the specialties in so far as they are 
related to the speech mechanism (see Table 
I). Guthrie® prefers a separate speech unit 
stating that the patient may associate the 
hospital with unpleasant previous operative 
experiences, etc. There is no question that 
such arrangements would be ideal for cer- 
tain types of cases. The above situations, 
however, are of secondary importance as in 
the majority of instances the general hos- 
pital out-patient service or the speech clinic 
located adjacent to the hospital with both 
physicians and speech pathologists on the 
active staff are preferable not only for the 
organic cases but also for those that are 
functional where complete medical and sur- 
gical facilities, laboratory ingvestigations, 
and consultation services are readily avail- 
able. Treatment then can be emphasized 
depending upon the etiology and presenting 
defect. 

Therefore, to accomplish a mission fulfill- 
ing the manifold objectives so necessary in 
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the treatment of all types of speech disor- 
ders, the requirements of both clinics (uni- 
versity and hospital) should be combined. 
Such a program would be best served by 
creating a liaison between the medical and 
speech professions whereby members of 
both groups serve on the clinic staff. In 
many instances, this would only entail a 
closer association between the various de- 
partments as the larger institutions have 
colleges of medicine and university hospitals 
as well as schools of speech. Such a pro- 
gram has been organized at Syracuse Uni- 
versity where a physician is associated with 
the Speech Clinic and laboratories which are 
located immediately adjacent to the Univer- 
sity Hospital where the above studies can 
be arranged for as indicated to complete the 
medical evaluation of a given case. This 
situation represents the ideal circumstances 
for the initial investigation of all types of 
speech problems. It is to be further pointed 
out that periodical medical survey is impor- 
tant in some of the organic problems such 
as the dysphasias and dysarthrias due to 
changes in progress, and_ re-evaluation 
sometimes indicates revision of speech ther- 
apy. The majority of medical men are un- 
able to devote the time so necessary in the 
re-education of these patients, hence actual 
treatment is given largely by the speech 
pathologist. However, even under favorable 
circumstances it is doubtful if the average 
physician would be able to carry on a pro- 
gram of this type. There are several rea- 
sons for this assumption. 


1. Few physicians have majored in speech 
re-education in their undergraduate studies, 
a background which is extremely valuable, 
if. not essential, in the adequate manage- 
ment of these patients. Such courses in- 
clude phonetics, experimental phonetics, 
speech re-education, vocal science, stutter- 
ing, clinical testing and examination of 
speech disorders, acoustic training, speech 
reading, etc. Additional background is ob- 
tained in fulfilling the requirements for the 
Master of Science or Doctor of Philosophy 
degrees. Further, inasmuch as the majority 
of doctors enter medical school at the end of 
the third or fourth pre-medical years, such 
additional training is obviated, even though 
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ideal for those interested in the study of 
speech disorders. Also the majority of sub- 
jects are pre-requisite for entrance into 
medical college, allowing but a few elective 
courses. Speech clinicians, on the other 
hand, are well grounded in all functional 
speech defects (see Table II) and those 
studying for advanced degrees receive in ad- 
dition some medical background such as 
anatomy, neuro-anatomy, physiology, etc. 
As matters stand, however, their training is 
largely functional as most undergraduate 
schools have little organic material avail- 
able, whereas the physician has the proper 
background in the latter (otology, neurol- 
ogy, psychiatry, etc.) but not in the former 
respect. The answer to such a situation is 
obvious. 
have doctorates in both medicine and phi- 
losophy. From a practical standpoint, how- 
ever, it is far better to create a liaison be- 
tween the two professions. 

2. As speech can be regarded as a form of 
social behavior, an adequate background in 
psychology is as essential as that noted 
above in relation to speech. This includes 
courses in Clinical psychology, individual 
testing (Wechsler-Bellevue, Stanford-Binet, 
TAT, Rorschach and other techniques), the 
exceptional child, counseling and psycho- 
therapy, statistics, etc., which insure ade- 
quate psychometric evaluation, interpreta- 
tion of data, and prescription of measures 
from the psychotherapeutic standpoints. 
Some material along these lines is given in 
courses in neuro-psychiatry in medical col- 
leges, but is only superficially covered due 
to pressure of clinical work. 

3. Medical school curricula include only 


brief mention of the various speech disor-. 


ders during clinical lectures and in demon- 
strations if the material is available. The 
subject is generally limited to the inclusion 
of speech disorders as a symptom of the 
general pathological picture under discus- 
sion e.g. dysarthria in disseminated sclero- 
sis and pseudo-bulbar palsy; dysphonia in 
tumors and inflammatory processes affect- 
ing the vocal cords; dysphasia as a mani- 
festation of brain tumor and cerebro-vascu- 
lar disease; aphonia occurring as a symp- 
tom of conversion hysteria; stuttering with 


Ideally, a speech clinician should 
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psycho-neurosis, etc. The terms dysarthro- 
phonia, dyslalia and rhino-phono-lalia have 
not been used. Those graduates who con- 
tinue their training in one of the various 
specialties mentioned in Table I receive fur- 
ther instruction along these lines, but spe- 
cific examination and therapy of the symp- 
toms characteristic of the presenting dis- 
order are usually lacking. 

4. Failure to realize that detailed meth- 
ods of examination for each type of speech 
disorder are not only important, but avail- 
able and are essential from the standpoint 
of diagnosis, for purpose of record, to check 
progress, and to indicate prognosis. Psycho- 
logical evaluation is equally important and 
as often neglected. 

5. The fact that many speech disorders 
are amenable to therapy is often overlooked, 
as well as the fact that continued treatment 
over a period of time is often essential for 
maximum improvement or recovery. 

6. The general conception that organic 
speech disorders are rare. Actually, this is 
not true as the defect is commonly regarded 
as a Symptom of some underlying pathologi- 
cal process which is treated usually rather 
than the speech impairment. 

The present speech program in England 
has proved to be very satisfactory where 
therapists are registered as medical auxili- 
aries? > and are attached to many of the 
hospitals throughout the country. Organi- 
zation, training, examination and standards 
are controlled by a central body, the College 
of Speech Therapists. Similar programs are 
also extant in South Africa, Australia, New 
Zealand and Holland. 

Hospital and school clinics have been or- 
ganized in Sweden, Denmark, Germany, 
France, Poland, Hungary and Czecho-Slo- 
vakia,** but little material has been avail- 
able on their activities during or since World 
War II. No organized speech therapy is 
known in Italy, Spain, the Balkans, Portu- 
gal®** or Austria’ although Arnold has con- 
tributed much to the field from Vienna. 

All types of speech disorders were ob- 
served during World War II, but the em- 
phasis was naturally placed on those re- 
sulting from wounds or exposure to enemy 
action. Although traumatic cases still oc- 


cur fairly frequently in civilian life, the 
functional problems predominate in corre- 
lating the statistics from the two groups. In 
this respect, speech re-education has been 
valuable in patients with stuttering, vocal 
and articulatory deviations and in the 
higher levels of mental deficiency. Treat- 
ment of the dyslogias (neuroses, psychoses) 


including aphonia on a hysterical basis has» 


been directed from the standpoint of psy- 
chiatric principles rather than specific 
speech therapy. Detailed management of 
both the functional and organic disorders 
have been and will be fully covered else- 
where.1*-25 

During the war, speech clinics at the va- 
rious army general hospitals were under the 
direct supervision of a neurologist or neu- 
ro-surgeon as previously noted who made all 
initial examinations from a physical and 
neurological standpoint. At this time, all 
possible functional and organic etiological 
factors were reviewed. A complete history, 
physical and neurological investigation of 
the patient was carried out, and laboratory 
data were collected as indicated including 
lumbar puncture with recording of pressure, 
spinal fluid chemistry, blood studies, elec- 
troencephalography, x-rays, pneumoenceph- 
alography, arteriography, audiometry, la- 
ryngoscopy, etc. Due to the frequent as- 


sociation of changes in memory, perception, © 


personality, attention, abstract and concrete 
behavior in various neurological conditions, 
psychometric studies were valuable not only 
from the diagnostic standpoint but also 
therapeutically and in determining course 
and prognosis. _ 

When all initial examinations and nec- 
essary consultations were completed, the pa- 
tient was introduced to the speech patholo- 
gist and the findings presented. A detailed 
speech analysis was then made including 
case history, tests for vocal and articula- 
tory deviations, recording of the voice, pneu- 
mo-kymographic tracings, laterality stud- 
ies, speech perception and sound discrimi- 
nation tests and other special studies de- 
pending upon the type of speech disorder 
present. Recommendations were then made 
by the speech clinician and therapy carried 
out on an in- or out-patient basis depending 
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upon the need for hospitalization from the 
medical viewpoint. ‘The actual re-education 
was given by a speech pathologist preferably 
with a psychological background. In the 
selection of an individual to carry out this 
program, a member of the American Speech 
Correction Association was found best 
suited due to the high qualifications neces- 
sary for membership. Subsequent neurolog- 
ical analyses were conducted at least once 
a week or more often as indicated as the 
medical program necessitates changing as 
improvement continues. An arrangement of 
this type, therefore, represents the most ad- 
vantageous plan from the viewpoint of ex- 
amination, treatment, investigation and re- 
search, and for training and teaching pur- 
poses. Unfortunately, few organizations of 
this type are yet extant either here or 
abroad. 


In the development of a peacetime pro- 
gram along these lines, therefore, all the 
principles previously practiced during the 
war have been liberally applied. The indi- 
vidual is treated from every standpoint in- 
cluding mental, physical, neurological, so- 
cial and economic factors. This cannot be 
accomplished by restricting re-education to 
the speech problem alone. Rehabilitation 
must include physiotherapy, occupational 
therapy, physical education and diversional 
activity. The activities recommended for 
the individual will depend upon the residual 
disability present, such as carpentry, paint- 
ing, construction work and gardening to de- 
velop the forearm; typing, clerical work, ra- 
dio and electrical repair for the fingers; 
general ward duty, printing press operating 
(foot treadle) and gardening for the foot, 
etc. Charts are available detailing a com- 
plete occupational therapeutic analysis in 
relation to the development of muscle weak- 
ness and restoration of joint mobility.’” It 
is essential to analyze the plan for each in- 
dividual prior to suggested assignment to 
avoid any undesirable factors. If possible, 
reconditioning is patterned along the lines 
of the patient’s previous trade or profession 
if physically able. Otherwise a new channel 
is developed for future economic security in 
the presence of neurological or physical dis- 
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ability. Educational facilities are, of course, 
always available for those who desire to ob- 
tain high school and college credits. A 
schedule used for an average case during 
the war years is given below. This program 
was maintained along very flexible lines to 
allow for individual variations. 


DAILY RE-EDUCATION PROGRAM 
8:00— 9:00 A.M. Medical Rounds 
9:00—10:00 Physical Therapy or Physical 
Reconditioning 
Speech Therapy—Individual 
Diversional Activity 
Educational Program 
Lunch 
Speech Therapy—Group 
Occupational Therapy 
Diversional and Recreational 
Activity 
Educational Program 


10:00—11:00 
11:00—12:00 


12:00— 1:00 P.M. 
1:00— 2:00 
2:00— 3:00 
3:00— 5:00 


A similar type of daily program is now 
being developed for those patients who are 
hospitalized for medical treatment with as- 
sociated speech problems. Continued hos- 
pitalization for speech therapy alone is not: 
practical in peacetime although necessary 
during war. Therefore, after the patient is 
discharged and if physically able, he is 
given an appointment to return to the 
speech clinic for additional re-education as 
indicated. Participation in the general in- 
patient program is continued where neces- 
sary such as occupational and physical ther- 
apy, etc. In many instances, however, re- 
creational and diversional therapy, and even 
P.T. and O.T. can be worked out with the 
parents or relatives to the best advantage 
of the patient and at a minimum of expense. 

Adequate follow-up studies and records 
are essential to determine progress, evalu- 
ate therapy and results. A personal inter- 
view is preferable to a routine letter. It is, 
of course, prerequisite to sustain complete 
organization of the staff both from admin- 
istrative and professional viewpoints. Ade- 
quately trained personnel to cover the an- 
ticipated case load should increase the ef- 
fectiveness of therapy and results. Facili- 
ties for training purposes should be avail- 
able and all basic equipment and apparatus 
should be supplied. Weekly lectures and 
seminars are conducted for the staff to coor- 
dinate the various departments in relation 
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to therapy, for teaching purposes and to 


discuss research problems. 


SUMMARY 


The management of organic speech dis- 


orders is best accomplished in a general hos- 
pital clinic or a closely adjacent building 
where members of both the medical college 
and school of speech are associated. Un- 
der such ideal circumstances all diagnostic 
studies, consultations, medical and surgical 
treatment are completed prior to specific 
speech therapy. , Re-education is then car- 
ried out by a qualified speech pathologist. 


It 


is essential that the entire organism be 


considered during this program as demon- 
strated by previous army experience. 
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Maintenance Treatment in Schizophrenia 


STEPHEN WEISZ, M.D., and 
JANE N. CREEL, M.D. 
Dallas, Texas 


The extensive use of shock treatments in 
schizophrenia today may be regarded as the 
best indication of their place in psychiatry. 
Although initial expectations may not have 
completely materialized, the relative effec- 
tiveness of the treatments as compared with 
previous methods of treatment is conceded. 
Accumulated experience has driven home 
the fact that in spite of possible satisfac- 
tory immediate results the long range out- 
look of the cases treated is far from satis- 
factory. It is not denied that temporary 
good results have some social and, as it was 
pointed out in studies from New York, also 
some economic advantage. The frequency 
of relapses has, however, largely wiped out 
the favorable initial gain. It is understand- 
able, therefore, that the one question fore- 
most in the mind of everyone using shock 
treatments has been how to make them more 
effective and the results obtained more last- 
ing. This has emerged as the present day 
problem in connection with shock therapy. 

The many relapses have led some people 
to feel discouraged. 


Since insulin treatment has a rather in- 
volved technique, it was suggested that it 
should be discarded altogether and shock 
treatment restricted in schizophrenia to 
electric shock. Electric shock is a more sim- 
ple procedure, it can be used with greater 
ease, and the frequency of its application 
adapted to the need of the particular case. 
On the other hand, the upsurge in the num- 
ber of new modifications and approaches 
indicates ‘that insulin treatment is still 
considered by most workers to have an es- 
sential value in the treatment of schizo- 
phrenia. Shock treatment has unquestion- 
ably brought stimulation to psychiatry in 
the past decade and whatever its shortcom- 
ings, all other physiologically oriented treat- 
ments owe their existence in one way or an- 


*Read at the meeting of the Central Neuropsychiatric 
Association, Oct. 17, 1947, Galveston, Texas. 
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other to the spur psychiatry has received 
from it. 

Shock is a non-specific form of treatment, 
the therapeutic action of which is still ob- 
scure. Whatever might be its beneficial ef- 
fect on the schizophrenic episode in prog- 
ress, it cannot be regarded as a cure or as a 
method of preventing further trouble. It is 
only a practical method influencing schizo- 
phrenic conditions. Attempts to improve 
upon its effectiveness proceeded mainly 
along two lines. One has been the increas- 
ing recognition that better results can be 
expected from a course of treatment apply- 
ing regular individual treatments over a 
longer period of time. Experience has shown 
that the longer the course of treatment, the 
more favorable the results that can be ex- 
pected. Adherence to the standard tech- 
nique, particularly as far as insulin is con- 
cerned, is generally emphasized. The second 
line of development has been the combina- 
tion of insulin and electric shock in treat- 
ment, thus potentiating the good features of 
both. It does not make much difference in 
this respect whether the combined treat- 
ment is so arranged that the electric shock 
is given at the height of the insulin coma to 
intensify the physiologic changes produced, 
or whether insulin and electric shock are 
used concurrently. In the latter case the 
patient is immediately started on electric 
shock while he is built up for the insulin 
coma and then he is given both types of | 
treatment according to their particular rou- 
tines. It might be stated that this latter 
procedure was used in the hospital treat- 
ment of the cases included in this report. 

A review of the relapses reveals that there 
are two crucial periods for the schizophrenic 
patient after hospital treatments are ter- 
minated. A good many relapses occur within 
one month after completion of the treat- 
ment. For that reason it was suggested 
that a patient should not be discharged im- 
mediately but a four weeks’ observation pe- 
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riod was recommended in order to be able 
to resume treatment in case of a setback. 
Even in those cases where the duration and 
the administration of the hospital treatment 
followed the best accepted standards and 
the patient has passed the first hurdle it has 
been found that a large group is in danger 
of losing ground within one year. Any prac- 
tical suggestion to help this situation is, 
therefore, worthy of attention. The present 
discussion of maintenance treatment is an 
effort in this direction. Our primary inter- 
est has been to see whether continued treat- 
ment in a modified form could tide the pa- 
tient over the crucial months after he has 
finished the hospital treatment and returned 
to the community. Maintenance therapy in 
this form is but a continuation of the treat- 
ment at regular intervals, supplementing 
and following the regular course in a less 
intensive fashion. 

Maintenance treatment in schizophrenia 
has not received the attention it deserves in 
the literature. Where it has been used, it 
was done chiefly on the chronic wards and 
particularly to help in the management of 
these institutionalized patients. Moore, who 
first used the term, applied maintenance 
treatment in those cases where the patient’s 
behavior endangered his own health, con- 
stituted a serious nursing problem or was 
unusually disturbed. He started treatment 
as soon as there was a change in the pa- 
tient’s condition for the worse. His tech- 
nique was to give electric shock in blocks, 
at two or three day intervals, or if it 
appeared more beneficial, weekly until the 
patient’s behavior again became satisfac- 
tory. Using this method some patients had 
none, or one, or up to six treatments a 
month, depending upon their behavior and 
response to the treatment. This is a proce- 
dure used today in an occasional case to 
rally a patient who has begun to slip. 

Our approach was different and our ex- 
perience refers to a different group of pa- 
tients. Taking into account that there is 


no set number of treatments which could 
be considered adequate in promising a last- 
ing result, we used weekly follow-up treat- 
ments for the cases discharged from the 
hospital after they had completed the rou- 
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tine course. The length of hospital treat- 
ment varied. No attempt was made to dif- 
ferentiate between complete and incomplete 
remission. We have taken as our main cri- 
teria in terminating hospital treatment the 
social behavior of the patient on the ward, 
with other patients and with the relatives 
who visited him. At the time of discharge 
careful note was made as to whether any 
of the abnormal manifestations for which 
he had been hospitalized were in appearance. 
On the whole, the majority of our patients 
would probably pass as social remissions 
under customary classifications, the rest of 
them as improved. Our interest has been 
to observe what happened to the patient af- 
ter he left the hospital rather than to ana- 
lyze the degree of improvement reached. At 
the time of discharge, an understanding was 
reached with the relatives that the patient 
was to return for a weekly electric shock 
treatment, regularly, without fail and with- 
out any consideration of the patient’s con- 
dition. The relatives were informed that the 
ensuing year was of critical importance. A 
particular effort was made to explain that 
even though the patient be entirely free of 
any abnormal traits and would appear to the 
relatives as his usual self, still he was to 
return and receive his weekly treatment. 


It was our primary intention to have the 
weekly treatments carried out for a year 
but if the patients’ condition was satisfac- 
tory a bi-weekly follow-up treatment might 
be substituted in the latter part of the main- 
tenance period. For practical purposes, Sat- 
urday was chosen as the maintenance treat- 
ment day. Since the patients came from all 
walks of life treatments were set for that 
day so as to interfere as little as possible 
with any gainful occupation or attendance 
at school during the rest of the week. It 
was also felt that if any undesirable reac- 
tions ensued the patient would have the 
weekend in which to recuperate and could 
resume his activities Monday and also would 
have overcome by then any possible confu- 
sion produced by the treatment. It was, of 
course, clear from the beginning that such 
a program depended entirely upon the co- 
operation of the family. The treatment was 
administered to patients living in the city 
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or in the vicinity so that travel to the hos- 
pital did not produce undue hardship. Since 
some of the patients lived at a considerable 
distance from the hospital arrangements 
were made to refer those patients to psy- 
chiatrists in their vicinity for follow-up 
treatments. 

The following report is an account of our 
results in regard to the primary object of 
the maintenance treatment and in addition, 
it reviews our experiences in carrrying out 
such a program. 

There are twenty-five cases on which we 
have sufficient information to be included in 
this study. Several patients could not be 
included because they did not keep their 
treatment appointments regularly. This in 
itself appears to be one of the essential 
points deserving mention. It was surprising 
to see how willingly and eagerly coopera- 
tion was promised by the family and how 
regularly the patients returned for the first 
few treatments. After that the situation 
changed. If the patient’s condition was sat- 
isfactory, the relatives began to ask just 
how long the treatment would be kept up. 
Although it was explained to them at the 
beginning that there is no limit to the num- 
ber of weekly treatments, this apparently 
was soon forgotten. It has become neces- 
sary to reiterate the instructions repeatedly 
in order to keep the schedule going. Inter- 
estingly, if the patient’s condition improved 
beyond his status on discharge there was 
very little objection on his part to continue 
treatment. Several expressed the view that 
they felt better after every successive treat- 
ment. Whereas customarily the relatives 
urged the patient to take the treatment, in 
such cases the situation developed that the 
patient realized the benefit received more 
clearly than his family. Comparison and 
analogy with diabetes, etc., have helped lit- 
tle to bring the principle of the treatment 
closer to the relatives. To them the patient 
- appeared recovered and they could see little 
reason to continue the treatment. The prin- 
ciples of mental hygiene and preventive 
medicine have yet to take deep root in the 
‘general population. One exception was an 
over solicitous mother who had had consid- 
erable guilt feelings about the daughter’s 
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schizophrenic psychosis. She has returned 
this girl regularly for treatment since her 
discharge from the hospital in December 
1946, although her condition has been quite 
satisfactory for some time. Those patients 
who fall by the wayside usually do so after 
the 5th to 8th treatment. But they imme- 
diately show up with proper repentance 
should they relapse. An example of this 
group is a 35 year old married woman whose 
paranoid upset responded satisfactorily to 
the hospital treatment. She took eight 
weekly follow-up treatments, then failed to 
return. Four weeks after the last treatment 
she began to slip and soon afterwards was 
readmitted. 

The following two patients have a better 
record. An 18 year old girl was admitted 
in a mute catatonic condition. She responded 
to the regular treatment with a social re- 
mission and has had 51 follow-up treat- 
ments. At the time of this compilation she 
is getting along well and has insight. The 
other patient is a 15 year old high school 
girl who developed a schizophrenic psycho- 
sis rather gradually with ideas of refer- 
ence, religious preoccupation, fear of rape 
and hypnotism and the feeling that people, 
particularly boys, look at her and read her 
mind. After completion of the routine hos- 
pital treatment she was allowed to return 
to high school. She finished the school year 
and she is back in school this fall. She has 
received thus far 23 weekly shock treat- 
ments. 

For understandable reasons, we were anx- 
ious to get those patients on maintenance 
treatment who had relapsed after the first 
course of hospital treatment and had to be 
re-treated. Six such patients are included 
in this series. Although it is known that a 
second course of regular treatment may be 
able to accomplish more than the first one, 
we were interested in this group of patients 
to see whether they would hold up better if 
maintenance was added. The following in- 
stance is that of a 20 year old married 
woman who developed a catatonic psychosis 
two days post partum. She showed a sur- 
prisingly fast comeback after the first hos- 
pital course which, however, did not last. 
One week following discharge she had to be 
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re-admitted and re-treated. She was placed 
on maintenance treatment after her second 
discharge. Twenty weeks have elapsed since 
the inception of the maintenance treatment 
and she is at present in good shape and 
takes care of her home and baby. To be 
sure, not enough time has elapsed in this 
case to draw any valid conclusions. 

Another case is of particular interest. A 
33 year old married woman had a catatonic 
episode from which she made a good come- 
back. About one year after the first she de- 
veloped a second episode two months fol- 
lowing delivery of her youngest child. At 
this time she was given combined treatment 
to which she responded with a fair remis- 
sion. About one week after discharge she 
had an acute relapse. At this time, after 
the routine hospital treatment, she was 
placed on maintenance treatment. She has 
received 23 weekly treatments and she was 
sufficiently well to help take care of her 
home and two children. Then, seemingly, 
the bottom fell out again. She disappeared 
from home, was found wandering about 
aimlessly and did not know her last name. 
She acted in a confused fashion and on re- 
admission she repeated a meaningless sen- 
tence over and over again. She recognized 
the physician with whom she had had con- 
tact before but otherwise she was in a fog. 
No treatment was given and in less than a 
week’s time this condition cleared up and 
the patient now wonders why she cannot re- 
call what happened to her. The behavior of 
the patient in many ways resembled the con- 
fused state one sees following electro shock 
treatment. This episode started Saturday 
night following a shock treatment on the 
same day. We are inclined to reserve judg- 
ment and to leave it an open question as to 
what. the episode really was because at the 
time this report is written she has just 
cleared up. 

Particular attention was given those pa- 
tients whose improvement on routine treat- 
ment was not conspicuous but who had done 
well enough to be discharged home. A 28 
year old single girl of this group has had 
altogether 79 electric shock treatments. She 
is still shallow, cannot understand why she 
should take the treatments, is restless and 
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-ess underlying schizophrenia. 


irritable at times but has been able to re- 
main outside of the hospital. Some of these 
patients seem to progress to the point that 
they are again able to make a better social 
adjustment. One patient has gained insight 
and is now back in college. The rest of them, 
however, just kept their level of improve- 
ment. None of them has relapsed thus far. 

Reviewing the 25 cases we find that one 
case might be considered a relapse while on 
maintenance treatment. This is the woman 
referred to above who had three catatonic 
episodes. Two patients relapsed a short 
time after their families failed to bring them 
back for maintenance treatment. Twenty- 
two patients have sustained their improve- 
ment. Moore, using the block method, re- 
ported that 26 out of 37 chronic patients 
maintained their improvement in a period of 
observation extending over two years. 

Every time the patient returned for main- 
tenance treatment he was seen by a physi- 
cian and his condition noted. Inquiry about 
patients failing to keep treatment appoint- 
ments brought in some cases a glowing re- 
port as to the condition of the patient which 
we feel accounts more than anything else 
for the difficulty confronting us in impress- 
ing upon the relatives the necessity for:con- 
tinued treatment regardless of the patient’s 
condition. 

We have nothing to add to what has been 
reported in regard to the question as to 
which individual symptoms or type of schi- 
zophrenia respond more favorably to treat- 
ment. In general, formerly catatonic pa- 
tients tend to show progressive improvement 
in their behavior. 

Our experience with maintenance treat- 
ment has not demonstrated that it has any 
fundamental influence upon the basic proc- 
At best the | 
technique is able to sustain an improvement 
and probably also modify residual symptoms 
as observed in the progressive improvement 
of some.of the patients beyond their level at 
the time of discharge. Being only a modifi- 
cation of the routine shock treatment, it 
cannot be expected to affect the basic dis- 
ease process. The different types of shock 
treatment, including maintenance treatment, 
seem to influence the clinical course of schi- 
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zophrenia in a varying degree. The more 
intensive and the more prolonged the treat- 
ment, the more likely it is that following it 
a longer remission will occur before the ba- 
sic schizophrenic process has a chance to 
reassert itself. Shock therapy in every form 
acts in many ways similar to the actions of 
digitalis. The heart goes into failure be- 
cause it cannot work efficiently and digitalis 


compensates for its faults, leaving the basic 


cause of the failure untouched. As the clini- 
cian is interested in devising methods which 
out-do digitalis in therapeutic strength or in 
rapidity of action, the psychiatrist cannot be 


indifferent toward attempts to sustain the 


patient’s response to shock treatment and 
to keep him compensated as it were. 


In summing up we may say that mainte- 
nance treatment may be used along two 
lines. One may give it in blocks, as sug- 
gested by Moore, whenever a setback begins 
to be noticeable. Treatment then effects a 
change in rallying the patient again. Or one 
may proceed according to the approach sug- 
gested here that of aiming at continued 
treatment on an out-patient basis regardless 
of his condition at the time of discharge. 
The goal of such treatment is to tide the 
patient over the critical period following 
his discharge by supporting his resources 
to hold on to his improvement. We do not 
claim to have succeeded completely in 
achieving this end. The experiences we re- 
ported may be classified as mildly encourag- 
ing. We have learned that such a program 
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stands or fails with the cooperation of the 
family. It might be easier to gain the needed 
cooperation should further experience with 
this program demonstrate it to be of real 
influence upon the post-hospital course of 
schizophrenia. All but a few patients have 
been given maintenance treatment less than 
a year and are still in the critical zone. Some 


- might relapse before their year is over. Al- 


though not enough time has elapsed to make 
sure just what results can be expected in the 
long run, we considered it worthwhile to re- 
port on this maintenance treatment and to 
suggest a thorough clinical tryout. 
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Clinical Trial of 10820, a New Synthetic Analgesic 


NICHOLAS A. BERCEL, M.D.* 
Los Angeles, California . 


On the basis of the reports'?**> at this 
time (August 1947) the new analgesic drug 
called 10820 (1.1-diphenyl-1 [dimethylam- 
inoispropyl] butatone-2) appears to have a 
morphine-like effect. Administrations of 2.5 
mg. 10820 raised the pain threshold by the 
Wolff-Harris method to the same extent as 
did 10 mg. morphine sulfate. Unlike mor- 
phine however, 10820 inhibited cellular res- 
piration in brain slices.2, While chronically 
morphinized monkeys exhibited character- 
istic abstinence signs on withdrawal, these 
phenomena were not detected after abrupt 
withdrawal of 10820. Former opiate ad- 
dicts transferred to this drug had no with- 
drawal symptoms of any consequence.‘ Nar- 
cosis and sedation were reported to be ab- 
sent with 10 mg. of this drug, they were evi- 
dent however when single doses of 20 to 30 
mg. were given.! While no definite conclu- 
sion in regard to abstinence and its conse- 
quence can be drawn at this time it is ob- 
vious that herein would lie the greatest 
deviation of 10820 from morphine and dem- 
erol. 

The aforementioned characteristics of the 
new drug were known when we undertook 
the clinical trial on a carefully selected se- 
ries of 25 patients. The material was fur- 
nished in pure powder form, and the fol- 
lowing data summarizes our observations 
obtained during a three month period. 


TYPE OF CASES 
The 25 patients were suffering from a va- 
riety of ailments, all having pain as their 
common characteristic. The cases were se- 
lected on the basis of the following criteria: 
a. Objective evidence of organic disease 
known to cause severe and protracted 
pain. 
b. The pain was refractory to the commonly 
- used analgesics other than opiates and 
demerol. 
c. The likelihood existed that cousistent use 


*EEG Department, Cedars of Lebanon Hospital, Los An- 
geles, California. 


of opiates and demerol would lead to ad- 

diction. 

In order to avoid the possibility of sug- 
gestion usually associated with the intro- 
duction of new and reputedly powerful 
drugs, no patient was given hope or assur- 
ance, direct or implied, that the medication 
might be of value. At least once in all these 
cases oral and parenteral placebos were sub- 
stituted and those patients who failed to no- 
tice spontaneously the difference were lifted 
out of the series. It can therefore be said 
that the psychological element in the evalu- 
ation of this drug was as much eliminated 
as could be done short of a psychiatric ap- 
praisal. 


TECHNIQUE 

All patients had been taking various 
amounts of opiates or demerol when 10820 — 
was substituted. The therapeutically effec- 
tive dose of 10820 was arrived at gradually. 
Following the advice of other workers the 
starting dose was 5 mg. (oral or paren- 
teral), which in three days was raised to 
15 mg. per single dose given. Although in 
some cases as much as 30 mg. was given in 
one dose, it soon became clear that those 
who failed to respond to 15 mg. were likely 
to be refractory to the drug, or were unable 
to take it altogether on account of undesir- 
able side effects. According to need, the 
dose was repeated every three hours. With- 
drawal, when it was indicated, was accom- 
plished abruptly in all cases. . 


RESULTS 
A more exact knowledge of the results 
can be gained by the breakdown of data ac- 
cording to individual disease entities. 


Tabes dorsalis (4 cases): 

Three cases suffered from gastric crisis 
which were successfully alleviated by daily 
doses of 60-120 mg. of morphine. There was 
complete relief from 15 mg. of 10820 per 
dose given 3-4 times a day (a total daily 
amount of 45-60 mg.) One case suffered 


from shoulder girdle pain lasting 5-6 days 
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at a time which was only incompletely 
stilled by 400 mg. of demerol daily. Even 
that amount of relief was-attributed by the 
patient to the narcotic effect of this drug. 
There was complete relief from subcutane- 
ous 10820, 15 mg. 2-3 times a day. There 
were no side effects and no withdrawal 
symptoms. 


Brachial plexus neuritis (1 case): 

Incomplete relief with 10 mg. of morphine 
times a day. Pain especially severe at 
night. After the second dose of 2 tablets 
of 5 mg. of 10820 he developed nausea and 
vomiting and refused to take the drug there- 
after. Two doses of 10 mg. failed to pro- 
duce any relief. 


Osteo-arthritis of the spine (4 cases): 
Paravertebral procain block produced re- 
lief lasting 1-3 hours. They suffered from 
nocturnal exacerbation produced by lying in 
the recumbent position and resulting insom- 
nia. Two of them slept an average of four 
hours in short sequences after 100 mg. of 
demerol and 3 gr. of seconal was taken. The 
other two cases slept after codein 1 gr. and 


barbiturates 6-9 gr.- All remained groggy 
most of the following day. Three of these 
cases received 15 mg. of 10820 and pheno- 
. barbital gr. 1144 and reported good sleep 


without any after effects. The fourth took 
15 mg. at three hourly intervals, twice be- 
fore retiring, along with 114 to 3 gr. of seco- 
nal and was able to sleep through the night. 

One patient complained of subjective diz- 
ziness and nausea in the morning when tak- 
ing 20 mg. which disappeared when the dose 
was reduced to 15 mg. 


Intercostal neuralgia following Smithwick 
operation (2 cases): 

Both of these patients had required large 
amounts of morphine, 120 mg. or demerol 
500 mg., daily with incomplete relief. One 
of them had no relief with daily 100 mg. of 
10820 (20 mg. by hypo, 5 times a day) 
which had to be discontinued after 5 days 
on account of severe dizziness, nausea, and 
vomiting. The other case had as much re- 
lief from 60 mg. of this drug (15 mg. 4 times 
a day) as from demerol 500 mg. This case 
too complained of a moderate amount of diz- 
ziness even though he was a bed patient. 


16 


JANUARY 


He insisted on continuing just the same and 
his neuralgia cleared up in three weeks. 
There were no withdrawal symptoms. 


Diaphragmatic hernia (1 case): 

This patient had periods of paroxysms of 
pain which was usually precipitated by out- 
breaks of uncontrollable rage. He had been 
taking demerol 100-200 mg. per day during 
his attacks. He became symptom free after 
30 mg. of the new drug daily (15 mg. twice 
by hypo) but he claimed that his pain lasted 
longer than ever before. He was only able 
to tell when placebos were given, but he dis- 
covered when 5 mg. per cc of a solution was 
given to him instead of his usual 15 mg. 
per cc. When he was told that for the time 
being no more drug was available, no with- 
drawal symptoms were noted. 


Lymphosarcoma (1 case): 

This patient had a lymphosarcoma which 
was retro-peritoneal and pressed against the 
transverse processes of his spine. Five mg. 
by mouth was followed by nausea and vio- 
lent retching with signs of circulatory col- 
lapse upon which the drug was withdrawn. 
This was later found to be a case of drug 
sensitivity. 

Metastatic adenocarcinoma of the vertebrae 

(1 case): 

Daily 400 mg. of demerol gave partial re- 
lief. Equal results were obtained by 60 mg. 
of the drug given in four parts by hypo. 
When similar amounts were given by mouth 
the patient complained of nausea and tinni- 
tus. 

Ulcer of the back following removal of car- 
cinoma of the skin (1 case): 

Daily 200 mg. of demerol were used off 
and on in order for her “to stay on the job”; 
60 mg. of 10820 a day in three doses by 
mouth was unable to produce any relief 
whereupon she discontinued taking it alto- 
gether after a trial of one week. This was 
the only instance where 10820 failed to 
equal the effect of the other narcotic medi- 
cation. This case had several biopsies which 
failed to reveal any cancerous cells in the 
ulceration or to give any explanation for 
the lack of healing. It was suspected that 
she deliberately kept her wound from heal- 


ing in order to obtain narcotic medication. 
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On the other hand she complained of defi- 
nite, consistent levels of hyperalgesia upon 
neurological examination. There were no 
side effects. 


Post-herpetic neuralgia (4 cases): 

These patients slept with dilaudid gr. 1/16 
and took 3-5 empirin with codein gr. % a 
day with complete relief. In 3 cases, 45 mg. 
of 10820 by mouth daily plus 1 phenobarbi- 
tal gr. 1, at bedtime, obtained almost com- 
plete relief and they were able to attend to 
their work. One of them developed nausea, 
vomiting and dizziness with similar amounts 
and later even with the single dose a day. 
After two weeks he went back to his old 
medication. In another week he recovered. 
There were no withdrawal symptoms. 


Neurotic polyneuritis (1 case): 

This was another case of drug sensitivity. 
This patient, however, was sensitive to opi- 
ates as well. After 5 mg. he broke out in 
cold sweat, his blood pressure dropped to 
80/40 and he fainted. After he came to, he 
vomited and felt weak for 2 days. No fur- 
ther attempt was made to give him the med- 
ication. 


Post-traumatic syndrome with probable ar- 
achnoidal adhesions (1 case): 

This was the only case of sensitivity with 
skin manifestations. Patient complained of 
severe headache and was sensitive to opi- 
ates also. After 30 mg. of the drug, he de- 
veloped confusion, dizziness and vomiting 
followed by urticaria which was generalized. 
Skin test was positive and medication was 
discontinued. 


Radicular syndrome of traumatic and in- 
flammatory origin (4 cases): 

Two of these cases responded to codein 
gr. 14 three times a day by mouth, the other 
two had only partial relief from empirin 
with codein 14 gr. 4 times a day. Five mg. 
of the drug given 4 times a day by mouth 
produced partial relief in three of them, but 
one had to give it up, because of dizziness 
and nausea which disappeared when the pa- 
tient stayed in bed. This, however, con- 
flicted with his occupation which he other- 
wise was able to pursue. The fourth case 


failed to respond adequately to even 60 mg. 
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a day. He complained of excessive consti- 
pation. 


DISCUSSION 

Case for case, 15 mg. of 10820 seemed to 
have the same analgesic effect as morphine 
sulfate 15 mg. and demerol 100 mg. A sin- 
gle dose of 30 mg. produced some dizziness. 
Because more relief was obtained by 15 mg. 
given every 3 hours and the likelihood of 
side effects was small we have adopted this 
dosage and spacing as a standard proce- 
dure. 

Ten of the 25 patients (40%) had com- 
plained of side effects at one time or an- 
other. This percentage is higher than that 
reported by Troxil’ (15%) and the Mayo® 
group (14 of all cases). The most common 
side reaction was dizziness and nausea. The 
dizziness was wholly subjective, there was 
no ataxia or nystagmus noted. Many times 
it failed to appear when the patient stayed 
in bed. Sometimes it disappeared when the 
drug was given by injection, and in a few 
cases it vanished when the dose was slightly 
decreased. In five cases the reaction was 
so severe that the drug had to be discontin- 
ued. Before this happened, steps were taken 
to have the medication entericoated, to pul- 
verize it and to mix it with food, but there 
was the same reaction. 

It is our impression that taking the medi- 
cation before meals, on an empty stomach, 
has a tendency to produce side effects in 
even those individuals who, when taking it 
one-half to one and one-half hours after 
meals in 15 mg. doses failed to have any re- 
action whatever. This is the only definite 
conclusion we came to, in regard to the 
toxic effect of this drug. Our attempts to 
eliminate it were on the whole empirical. It 
appears however, since all the patients had 
been taking opiates or demerol previously 
that case for case 10820 is more toxic than 
other medications of similar nature. Sen- 
sitivity to this drug is definitely a reality 
and skin tests are advisable. It is also our 
impression that patients who were up and 
about complained more often of side effects 
than bed patients. This is not explained 


simply by the assumption that equilibrium 


defects are more evident in the standing po- 
sition since these same side effects were oc- 
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casionally complained of by patients who 
were lying in bed. 

This study which is limited in number of 
cases and in scope can answer no questions 
in regard to addiction other than to state 
the observation, that in those who were ab- 
ruptly deprived of medication after several 
weeks daily administration, showed none of 
the usual psychological or physiological 
manifestations of withdrawal commonly 
seen in those addicted to opiates and to dem- 
erol. At least two of the patients who were 
addicts and had a record of withdrawal 
symptoms (one to morphine, the other to 
demerol) failed to exhibit any of these man- 
ifestations following abrupt withdrawal of 
10820. The question of addiction is obvi- 
ously the crux of this problem and a much 
larger series would have to be carefully 
evaluated than any of those thus far re- 
ported before a definite conclusion in this 
respect can be obtained. 


SUMMARY 

1. Twenty-five cases in order to relieve 
pain were treated with 10820 in various 
doses and given in a variety of ways. 

2. More or less complete relief from pain 
was obtained by all but three patients. 

3. Forty percent of the cases complained 
of side effects at one time or another. . 

4. In five cases administration of the drug 
had to be discontinued because of undesir- 
able reactions due to sensitivity. Skin test 
is advisable. 
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5. After daily administration of 5-60 mg. 
of the drug for periods varying from 2 to 12 
weeks, the sudden withdrawal produced no 
physiological withdrawal phenomena in our 
cases. 

6. In our experience 10820 appeared to be 
a potent analgesic with an effect similar to 
morphine and demerol. 

7. The writer does not consider the ques- © 
tion of addiction solved by this study. 

212 SouTH GALE DRIVE. 
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A Review of Literature on Group Treatment of P sychoses Ff 
S. GIFFORD, M.D., J. MACKENZIE, M.D.** 


From earliest times certain principles of 
group psychotherapy have been employed 
by witch doctors and priests. Anthropolo- 
gists and social psychologists have described 
the basic mechanisms, as they existed in 
primitive magical and religious ceremonials, 
in Greek tragedy as a form of collective 
catharsis, in the organized religions of his- 
torical periods, and in the cult-practices of 
small transcendental sects, ancient and mod- 
ern. This survey will be restricted, how- 
ever, specifically to the group treatment of 
psychoses, excluding voluminous literature 
devoted to neuroses, personality-disorders, 
chronic alcoholism, and special military 
problems. Nevertheless, brief mention will 
be made of the early investigators who first 
recognized the clinical possibilities of group 
dynamics and applied them to various types 
of group therapy, roughly classified as the 
repressive-inspirational, the didactic, and 
the analytic methods of approach. Finally, 
the most important workers with each type 
of therapy will be described, wherever their 
methods have been applied to the treatment 
of psychoses. 


1. HARLY WORKERS 
The first clinical observations on group- 
dynamics were published in 1904 by two pu- 
pils of Dejerine, Camus and Pogniez. Work- 
ing at the Salpetriere with the fashionable 
“rest-treatment” of Weir Mitchell, they dis- 
covered that ward patients in the Salle 


» Pinel, who experienced a communal social 


life and discussed their emotional prob- 
lems together, improved more rapidly than 
wealthier patients who were isolated in pri- 


| vate rooms. 


In 1905 Dr. Joseph Pratt observed simi- 
lar emotional relationships among patients 
who met frequently in the waiting-room of 
the Boston Dispensary. He organized weekly 
meetings to discuss their attitudes toward 
their illnesses and to offer simple advice and 


*Read before the Mass. Society for Research in Psychi- 
atry, May 2, 1947, 
**Staff physicians Boston State Hospital, Boston, Mass. 


Boston, Massachusetts 


reassurance. Beginning with ambulatory tu- 
berculosis patients, he extended this method 
to groups of malnourished children, dia- 
betics, and psychoneurotics, the last cate- 
gory comprising 54% of all clinic applicants. 
Many followers continued his work, Hadden 
and Snowden with neuroses, Buck with hy- 
pertensives, Chappell and others with peptic 
ulcer. Pratt described his procedure as the 
“Class Method” or the “Thought-Control 
Clinic,” and these terms suggest the super- 
ficial character of the therapeutic mecha- 
nisms employed. His excellent results de- 
pended primarily on strong suggestion, 
transference to an authoritarian leader, and 
exhortation to conscious control over emo- 
tion. Thirty to fifty patients met each week 
for an hour. A short talk was given on men- 
tal mechanisms and emphasis was placed 
on the seating of old patients in positions of 
honor, on the reading of progress-slips re- 
porting improvement, and on training in 
physical methods of “relaxation.” 

Ernst Simmel employed group methods as 
an adjunct to other psychotherapeutic tech- . 
niques. Working in German military hos- 
pitals from 1916-1918, he formulated the 
concept of abreaction in the treatment of 
traumatic neuroses. His techniques antici- 
pated many of the ideas popularized by 
Grinker during the recent war, except that 
hypnosis was used instead of intravenous 
amytal in order to release traumatic ma- 
terial. He considered repressed hostility 
toward their own officers one of the prin- 
cipal mechanisms in symptom formation. 
Often finding verbal catharsis insufficient, 
he devised “an acted abreaction against an 
upholstered dummy” wearing officer’s in- 
signia, which was physically attacked by 
groups of ward patients. 

Moreno’s technique of psychodrama should 
be mentioned, though it makes a specialized 
use of group methods and falls largely out- 
side the scope of this paper. Beginning in 
1911 with groups of delinquent children in 
the public gradens of Vienna, he organized 
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his “spontaneity theatre” in 1921 for all 
types of psychiatric patients, and in 1936 he 
established his present institute at Beacon, 
New York. Employing a stage, an audience 
of patients, and a corps of trained attend- 
ants as “auxiliary egos,” the patient was 
induced to act out his delusional and hal- 
lucinatory experience or to recapitulate sig- 
nificant childhood episodes. Though patients 
sometimes participated as auxiliary egos, 
these roles were more often performed by 
the therapist and his aides, so that psycho- 
drama cannot be considered group-treat- 
ment in the usual sense. Instead of a single 
therapist treating a group, a trained group 
was employed in the treatment of an indi- 
vidual patient. Recent followers of Moreno, 
however, like Ernest Fantal, have made 
spectacular use of these methods in treat- 
ing the acute psychoses of combat, and a 
program applying them to psychotic veter- 
ans has been initiated at St. Elizabeths’ 
Hospital. 


2. TYPES OF GROUP-THERAPY 

Having mentioned the early experiments 
with group psychotherapy, the subsequent 
workers may be divided, for purposes of 
convenience, according to three principal 
methods of approach. Previous surveys of 
the literature, of which Giles Thomas’ in 
1943 is the most complete, have classified 
group techniques in terms of the two polar- 
ities which Merrill Moore employed in 
describing individual psychotherapy. Ac- 
cording to this classification, repressive-in- 
spirational and analytic methods represent 
opposite extremes, and a succession of in- 
termediate types combine elements of both 
in varying proportions. In applying these 
terms to types of group therapy, “repres- 
Sive-inspirational” describes very well a 
number of methods which frankly exploit 
the therapist’s role as leader, the strong col- 
lective transference that results, and the 
force of suggestion exerted over the group. 


At the other extreme, however, Paul 


Schilder is the only representative of a truly 
analytic therapy, in consistently demanding 
free association from the group and in main- 
taining the passive non-authoritarian role of 
the therapist. The other therapists com- 


20 


JANUARY 


monly classified as analytic, though making 
extensive use of psychoanalytic terminology 
and professing to base their methods “on 
analytic principles,” actually employ proce- 
dures which are best described as didactic. 
In these methods the primary emphasis is 
on some form of lecturing, the therapist 
plays the role of teacher, and mental mech- 
anisms are interpreted in order to impart 
conscious intellectual insight. The most ac- 
tive member of this school, J. W. Klapman, 
frankly describes his method as “pedagogi- 
cal group psychotherapy” in a recent paper, 
and reveals a basically non-analytic orienta- 
tion in his comment, “What practical psy- 
chotherapy that is the least analytic in char- 
acter can be carried on without the term and 
concept ‘repression’? If the patient had not 
an adequate concept of the meaning of this 
term, it is obvious that therapy is greatly 
impeded.” Though he interprets childhood 


experiences and psychotic symptomatology 
in conventional psychoanalytic formulations, 
his attitude is characteristic of the didactic 
group, with its emphasis on a verbal knowl- 
edge of dynamic mechanisms and its belief 


that intellectual insight constitutes treat- 
ment. 


3. DIDACTIC METHODS 


The didactic method was the first to be 
applied in group techniques to psychoses as 
reported by E. W. Lazell in 1921. Beginning 
in 1919 at St. Elizabeth’s, apparently influ- 
enced and encouraged by William A. White, 
he gave four lectures on mental mechanism 
to a group of schizophrenic patients who 
were engaged in weaving baskets, many of 
them mumbling, preoccupied, and seemingly 
oblivious to his presence. He was surprised 
and gratified when a number of patients 
showed marked improvement, either imme- 
diately or some time later. One deteriorated 
patient summoned him dramatically at mid- 
night and several other patients quoted por- 
tions of his lectures, to which they attrib- 
uted their recovery. Since certain patients, 
however, used the intellectual content of his | 
lectures to conceal their real problems, he 
selected groups which represented similar 
types of conflict. His lectures expanded to 
thirty, described psychological mechanisms 
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in Freudian terms, referring to such con- 
cepts as penis-envy and the Oedipus com- 
plex, and discussed books like Rank’s “Myth 
of the Hero,” Adler’s writings on homosex- 
uality, and technical articles from psycho- 
analytic journals. On the basis of patients’ 
improvements, he made the categorical 
statement that “all early schizophrenics 
must be considered accessible at all times to 
the correct method of approach,” and dis- 
missed the term “inaccessible” as a projec- 
tion of our inability to understand the pa- 
tient’s symptoms. He believed that facts 
presented to the conscious mind may be 
used constructively by the unconscious, ei- 
ther immediately or stored in memory for 
subsequent use. 


The next didactic therapist is Louis Wen- 
der, who reported six years’ experience at 
a private sanitarium, Hastings-on-Hudson, 
in 1936. He treated mixed groups of 6 or 
8, selecting early schizophrenics without 
systematized delusions, depressions without 
marked retardation, and all psychoneuroses 
except severe obsessional states. Meetings 
were held for 2 to 3 hour periods a week 
over 4 to 5 months. He believed that “the 
application of some of the methods of psy- 
choanalysis in combination with intellectu- 
alization, will lead to the release of certain 
emotional conflicts and a partial reorganiza- 
tion of the personality.” Lectures were 
given on elementary mental mechanisms, 
patients illustrated theoretical material with 
personal examples, and superficial interpre- 
tations were made, cautiously limited to 
such insight as the patients were prepared 
to accept. He defined the mechanisms as: 
a) intellectualization, controlling emotions 
by. self-determined disciplines, b) patient to 
patient. transference, permitting indirect 
transference to the therapist, c) catharsis 
in the family, in which the therapist repre- 
sents a permissive parent and the patients 
behave as siblings, recapitulating childhood 
relationships safely within a self-limited 
treatment situation, and group interactions, 
in which patients first compete by means of 
complaints, but after acquiring more mature 
ego-ideals by means of improvement in com- 
parison with patients not receiving group 
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therapy, displayed a “more dynamic drive 
to remain well” and was “characterized by 
a competitive quality.” 

A less formalized application of didactic 
methods was reported by Blackman at Wor- 
cester State Hospital in 1942. Consider- 
ing “lack of insight” a defensive resistance 
against individual treatment, he believed 
that psychotic patients were naturally more 
accessible in groups, where a discussion of 
other patient’s problems removed the per- 
sonal threat to the individual. Another ob- 
stacle to therapy, he believed, was the for- 
midable and terrifying institution of the 
disposition staff meeting, which patients in- 
terpreted as a trial where they were judged 
and sentenced for unknown crimes. They 
also failed to distinguish between the physi- 
cian’s role as therapist and as administra- 
tor, and interpreted his administrative func- 
tions as those of a gaoler. For these reasons 
Blackman held meetings on the ward, a brief 
history of one member of the group was 
presented, the other patients acted as a staff 
discussing the case and the patient himself 
had an opportunity for rebuttal. Good re- 
sults were reported, particularly in uncov- 
ering static patients who had adapted too 
well to institutional life. In 1940 Blackman 
had made a previous experiment-with group 
therapy, utilizing a literary club for schizo- 
phrenics, where the therapist himself was 
eliminated. Without supervision, a group 
of 25 chronic patients elected their own 
leader, a mute catatonic who quickly re- 
gained his speech, and a hospital magazine 
was published. 

At present the most active exponent of 
the didactic method is J. W. Klapman, whose 
book, “Group Psychotherapy Theory and 
Practice,” a comprehensive survey of group 
therapy, was published last year. In his 
work at Chicago State Hospital he saw 
the need of a standardized procedure in 
order to treat many groups uniformly by 
different therapists. He prepared a mimeo- 
graphed text, Social Adjustment, which 
was distributed to groups of 8 to 20 pa- 
tients, and meetings were held for an hour 
3 times a week. His book outlined psy- 
chodynamic principles in considerable de- 
tail, including the phases of psychosexual 
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development and mechanisms of repression 
and symptom formation, from an eclec- 
tic but predominantly psychoanalytic stand- 
point. Each chapter was delivered as a lec- 
ture, followed by questions and discussion. 
Though digressions on general topics, cur- 
rent events, meteorology, history, and the 
like, were sometimes encouraged, the pa- 
tients were expected to learn the definitions 
in the book, and some use was made of ex- 
amination questions and other pedagogical 
methods. Case histories were presented in 
detail and interpretations discussed by the 
therapist and the group, often with tech- 
nical analytic terms and symbolic concepts. 
Occasionally a class leader was elected to 
replace the therapist. Klapman believed this 
method facilitated the transference between 
therapist and schizophrenic patient more 
rapidly and effectively than in individual 


therapy. 


4. REPRESSIVE-INSPIRATIONAL 
METHODS 

In the repressive-inspirational method of 
therapy, the foremost writer is L. Cody 
Marsh, who published his results at King’s 
Park State Hospital, New York, in 1931. 
Though he acknowledges a debt to Lazell, 
his techniques are peculiarly his own. Pro- 
claiming as his motto “By the crowd have 
they been broken, by the crowd shall they 
be healed,” he set out to exploit what- 
ever therapeutic devices could be usefully 
adapted from the popular forms of mass 
psychology, the emotional appeal of the 
evangelistic revival meeting and the com- 
mercial techniques of salesmanship and 
business men’s luncheons. He conducted 
meetings of 50 or more patients with roll 
call and community singing, gave lectures 
orienting patients to the nature of the in- 
stitution, exhorted adjustment to hospital 
routine, and discussed general aspects of 
religion and philosophy. A credo was re- 
peated in unison, to the effect that mental 
illness was an honorable condition and that 
the state was interested in their welfare and 
certain “therapeutic slogans” were re- 
hearsed with ritual responses. 

In 1933 at Worcester State Hospital, 
aided by a public address system, Marsh ex- 
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panded his method into a vast activity pro- 
gram that included all hospital personnel. 
Patients were awakened by loud-speakers 
playing romantic music, morning assemblies 
were held with calisthenics, patriotic songs, 
inspirational readings, and discussions of 
current events, and lectures were broadcast 
to the wards during the day. 


Many state hospital psychiatrists have 
applied essentially similar methods. Schroe- 
der reported his results at Elgin in 1936, 
emphasizing group discussions on current 
events. Altshuler described a similar pro- 
gram at Eloise, Michigan, in 1940, where 
even very deteriorated patients were taught . 
to march and keep time with the piano by 
tapping wooden blocks together; this was 
said to increase attention span. In 1942 a 
British writer, J. Bierer, working along the 
same lines, reported 72% improvement with 
a mixed group of 70 psychotics and neu- 
rotics within a year. Other programs em- 
ploying these methods merge imperceptibly 
with the realism of occupational therapy 
proper, and resemble the highly integrated 
activity programs usually described as “‘to- 
tal push.” 


5. ANALYTIC METHODS 

The third category, the analytic, has only 
one representative, Paul Schilder, who 
worked with group methods at Bellevue 
Hospital, New York, from 1934 to 1940. 
Though his aims were allied to those of 
Lazell and Wender, his methods were never 
rigid and didactic. Instead of lectures and 
pedagogical devices he made consistent use 
of free association and intuitive interpreta- 
tion of the material presented by his pa- 
tients. He emphasized that group therapy 
is not merely a superficial substitute for in- 
dividual treatment employed because of its 
expediency, but a specific technique which 
possessed advantages, with certain types of 
patients, over individual methods. 


His patients were selected on the basis of © 
preliminary interviews, in which a brief his- 
tory was taken and the principles of free as- 
sociation explained. They were instructed 
to write a detailed autobiography, which 
might or might not be used for interpreta- 
tion and they were introduced to a session 
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already in progress. The group usually con- 
sisted of 7 or 8 patients including severe 
neuroses, character disorders, and all types 
of ambulatory psychoses. Meetings were 
held weekly for a session of 2 to 3 hours, 
and each patient spent 2 additional hours 
each week in individual therapy. 

“The session begins with the report of 
any one of these patients, and is conducted 
in a way similar to individual psychoanaly- 
sis. An interpretation is given if the situa- 
tion warrants it. Any one of the others can 
give his interpretation or add associations 
and experiences of his own. Demands to as- 
sociate may be directed toward any member 
of the group. Whenever the material is suf- 
ficiently clear, a general remark about the 
mechanism involved may be added.” 


In describing the mechanisms employed, 
Schilder believed its advantages lay in re- 
ducing resistance, especially with ‘cases in 
which material came forward in the group 
which did not come out in individual treat- 
ment. The fact that one patient brings for- 
ward material which another very often 
hides lessens the ‘resistances and brings for- 
ward conscious as well as ‘unconscious ma- 
terial.’ ’’ He considers transference phenom- 
ena “not less outspoken than in the usual 
psychoanalytic treatment and a serious at- 
tempt was made to bring the patient to an 
insight into transference situation.” 


In eliciting dynamic material, Schilder 
made use of certain questionnaires, not for- 
mally administered, but as an occasional 
stimulus for discussion. These dealt with 
the individual’s relation to other persons, to 
his own body, and to the functions of his 
body; with his attitude toward himself, his 
social functions and relations, and his feel- 
ings toward himself, his social functions 
and relations, and his feelings toward ag- 
gressiveness and death. 


Though Schilder’s orientation is analyti- 
cal, in his later years he became critical of 
certain orthodox Freudian concepts and this 
is seen in his emphasis on the utilization of 
conscious intellectual processes. “One may 


object to the method (of group-therapy) on 
the grounds that it is too intellectual. I be- 
lieve in the power of the intellect. I think 
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that patients have to learn many things in 
every psychotherapeutic procedure.” 

Certain intellectual contests, whose analy- 
sis he considers “a necessary part of every 
psychotherapy,” he calls ideologies, and de- 
fines them as “systems of ideas which hu- 
man beings build up in order to have a bet- 
ter orientation for their actions. They are 
more or less conscious thoughts which carry 
with them large amounts of emotion.” Such 
ideologies are acquired from relationships 
in earliest childhood and vary widely from 
one cultural environment or individual fam- 
ily to another, so that “conflicts arise be- 
tween the various ideologies within one 
individual.” Though conscious, they are 
protected by strong emotional forces from 
any attempt to analyze them, and must be 
interpreted like any unconscious material, 
in terms of their origins in infantile iden- 
tifications. He warned that another diffi- 
culty lay in the physician’s own ideologies 
which must not be imposed on the patient. 

His observations on therapeutic results 
were stated in modest and general terms. 
He reported no improvement in true psy- 
chotic depressions, but he describes himself 
as “very much gratified” by the efficacy of 
group-methods in schizophrenia. As a whole, 
he says, “It seems to me that properly ap- 
plied it is in some cases even more efficient 
than individual psychoanalysis.” 

A recent paper by Pauline Rosenthal, who 
worked with Schilder at Bellevue, reported 
the reactions of his patients in group ther- 
apy. Their violent emotional disturbances, 
of which she described several types, faith- 
fully mirrored their ambivalent feelings 
toward parental figures, and reflected the 
strength and importance of their transfer- 
ence to the therapist. She did not believe, 
however, that the group had ever achieved 
any collective unity and she doubted that 
“the group situation enabled patients to 
identify with one another in relation to a 
leader for any other than hostile purposes.” 
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Observations Noted During Course of Group Treatment 


of P sychoses" 


J. FIDLER, JR., M.D., C. STANDISH, M.D.** 
Boston, Massachusetts 


Our experience in group therapy has been 
chiefly acquired through the use of a fairly 
uniform technique (described in paper by 
Drs. James and Harold Mann to be published 
next month). Theobservationswe have made 
concerning the therapeutic process arethere- 
fore somewhat limited. These limitations 
are due to the fact that it has been possible 
to observe and record only a portion of the 


many reactions which occur during the in- . 


teraction of a group of people. However an 
attempt has been made to record the more 
obvious ones. 


*Read before the Mass. Society for Research in Psychi- 
atry, May 2, 1947. 
**Staff physicians Boston State Hospital, Boston, Mass. 
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The observations were grouped about 
three main considerations. First: The in- 
fluence that one patient has upon another. 
Second: the influence that the therapist has 
upon the patient and indirectly upon the in- 
teraction between patients. Third: the psy- 
chotherapeutic or psychonoxious effect of 
the material under discussion. Non-verbal 
expression as a hint to the feelings of the 
silent member was quite as important as the 
words of those who found it possible to 
speak in response to their feelings. 

At the outset most of us tried to permit 
the patients to react to us as they chose 
without forcing ourselves upon them in any 
narrow role. However, it was generally felt 
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that the physician was looked upon as an 
authoritative figure. Even though many of 
us were willing to do little but observe the 
group, we were frequently asked to supply 
information, settle a dispute or furnish the 
golden secret which would allow patients to 
leave the hospital. We were almost invari- 
ably referred to as “doctor” in spite of the 
fact that patients referred to each other by 
their last names and often their first names. 
Possibly the most constant and obvious 
change brought about by the group was an 
increased awareness of the patients for one 
another. It was noticed that although they 
often came from the same ward where they 
had been together for many weeks, they did 
not know each other’s names. In quite a 
few instances they were not sure that they 
had seen each other before. After only a 
few sessions they came to know one an- 
other, and to refer to each other by name. 
It was also noticed that this increased in- 
timacy was preserved on the wards. This 
would seem to indicate that the therapist 
must catalyze their reactions if benefit is to 
be gained by one patient influencing an- 
other. 

That such a catalyzing effect does occur 
can be noted even before the first session 
gets under way. The manner in which the 
patients arrange themselves about the ther- 
apist and about each other is an indication 
of how they might react. There are per- 
sons who are eager to take charge of any 
group and run things. These are often the 
manic patients who will sit close to the 
therapist and attract attention by their 
manner or by their speech. There are per- 
sons who prefer to remain alone and ob- 
scure. These not infrequently are the schi- 
zophrenic patients who will sit as far away 
as possible from the center of the group, 
occasionally going to the far end of a large 
room. As patients become better acquainted 
with each other there will be a moderate 
amount of shifting. Usually after a few 
sessions patients will assume the same posir 
tions in relation to the other members of 
the group. 

During the introductory remarks of the 
therapist there is usually a quiet and at- 
tentive response from all the patients, in- 
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cluding the excited and agitated ones. This 
is almost immediately broken by what we 
consider the first phase of the group therapy 
process. At this time each individual in his 
own way seems to be testing the limits of 
tolerance of the group and of the therapist. 
The most prominent person is frequently a 
manic who behaves in an overproductive 
manner, constantly interfering with conver- 
sations initiated by other patients. Each 
change of topic will bring a new complaint 
against the hospital or against other pa- 
tients with an accompanying demand for 
action. Although the therapist is being 
tested at this time it is rare that he should 
be directly attacked. Hosility is shown only 
to the hospital and indirectly to this doctor 
who represents the hospital. This period is 
chiefly characterized by hostility shown in 
as many forms as the patients have at'their 
command. 

Simultaneously with the overt testing of 
the situation, it is noted that the less vocal 
members of the group will, on occasion, 
show their accord with the expressed com- 
plaint by nodding or smiling or otherwise 
indicating approval. In this manner a feel- 
ing of identification is built up, whereby the 
group begins to become a unit and where 
emotional release in one patient can be 
achieved by expression through some other 
patient. Occasionally a more meek and 
fearful patient will show that he feels sym- © 
pathy for the therapist and will indicate his 
disapproval of these violent attacks. This 
is usually done in a non-vocal way because 
of fear of the more aggressive members. 
Attempts are often made to form personal 
relationships without regard for the group 
activity as was seen in one patient who 
would usually sit close to the therapist. 
While the others were talking she would 
touch his foot with hers and smile in a 
knowing manner as though she and the ther- 
apist shared something the others did not 
know about. 

Full testing of the situation cannot be 
carried out by one or two patients, how- 
ever, and most of the other patients become 
eager sooner or later to be able to express 
themselves along with the aggressive mem- 
bers. This was noticeable in relation to the 
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manic patients who were often quieted by 
the other patients and may be well illus- 
trated by one manic girl who dominated all 
conversation for the first eight hours. She 
would raise her voice to drown out all in- 
terferences and would allow others to speak 
if she had first asked them to voice an opin- 
ion. Her complaints were repetitious and 
monotonous to the evident discomfiture of 
everyone. The frowns and sighs of the 
other patients were questioned by the ther- 
apist in the hope of getting some verbaliza- 
tion of their resentment. Finally after the 
eighth hour their tolerance was exhausted 
and they voiced open objections. This re- 
bellion was at first intolerable to the manic 
and she stormed out of the session with a. 
statement indicating that the others were 
too argumentative for her. During the next 
session she was entirely silent and sat with 
her back to the group. In later sessions she 
joined the discussion in a more subdued and 
cooperative manner. 

This experience with the manic patient 
was typical of the reaction of active pa- 
tients. The most active members in each 
group were the. ones whose behavior was 
most affected by the group therapy process. 
This does not mean that the more quiet 
members were unaffected. Not infrequently 
the quieter patients were urged to partici- 
pate by the more active ones. Through pro- 
moting participation on the one hand and 
discouraging overactivity on the other, the 
group tended to provide equal opportunity 
for the various members to express them- 
selves. 

In the early stages when the dominating 
patient is testing the therapist it is some- 
what important that final rejection or si- 
lencing of this person be left to the other 
patients. If this silencing is done by the 
group rather than the therapist it will 
strengthen the ties to the therapist because 
he will have demonstrated his ability to 
“take it.” It will permit the others to speak 
up without fear of being rebuked. 

Many other methods of testing the situa- 
tion have been observed. A patient will ask 
for something as innocuous as a cigarette 
or a match. Another, especially the para- 
noids, will introject provocative remarks 
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such as, “There’s no sense in these meet- : 


ings. No one in the hospital is interested 
in helping us.” Neurotic elements show up 
in some who will pout and frown to indi- 
cate pain until their discomfort is acknowl- 
edged and talked about by the group in- 
cluding the therapist. 

While the situation is being tested, the 
conversation runs mostly about the hospi- 
tal and the special situation it produces. 
This allows for a considerable amount of 
agreement fostering group identification and 
unity. The patients begin to feel at home 
with each other and with the doctor. They 
can now recall each other’s names and they 
begin to relate to one another as normal in- 
dividuals. Their better acquaintance makes 
it possible to carry on conversation often to 
the exclusion of the therapist, thereby mak- 
ing the therapist relatively less important. 
As a result of this some of us have felt we 
were accepted as just one other person in 
the room and not as a special figure. 


With the feeling of unity and confidence 


and the knowledge that their feelings will: 


be respected, there is no longer any neces- 
sity to feel anxious about the present situa- 
tion in the same degree as formerly. This 
permits the second stage of the group proc- 
ess to develop. In this stage the inner anx- 
ieties of each become manifest and they 
begin to reveal the thoughts to which their 
strong feelings have been attached. It is 
during this stage that the bizarre delusions 
and hallucinations are revealed and all the 
psychoneurotic complaints aired. It is the 
opinion of many of the staff that there is 
more free expression of this type of pathol- 
ogy in this stage of the group than there is 
in ordinary individual interviewing. It has 
never been noted that the other patients will 
mock anyone so expressing himself. Some 
patients will greet those revelations with 
silence rather than openly expressing doubt, 
even though it is obvious by their downcast 
eyes that they question the nature of the 
expressed experiences. Occasionally one of 
the patients will suggest a possible psycho- 
genic basis for such an exerience but with- 
out insisting that it applies to the case at 
hand. 

Another reaction to this emotionally 
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charged material is seen in attempts to 
change the subject. When this happens the 
new subject is invariably of an innocuous 
nature. A particularly disturbing revelation 
is often followed by various signs of agita- 


tion in almost all the members of the group. © 


These may vary from mere nervous 
twitches to turning in the chair or getting 
up from his seat. One therapist had fre- 
quent occasion to notice patients leave the 
room on the pretext of going to the toilet 
room. 


Repeated disclosures of psychotic mate- 
rial are eventually met by attempts to ex- 
plain it. The most astute observations in 
this regard are likely to be made by the 
schizophrenic patients. Gradually the ex- 
planation becomes increasingly personal. 
This more intimate relationship among pa- 
tients again increases the feeling of unity, 
especially when there is similarity of the 
psychotic material and the discussion gets 
on to the emotional problems of everyday 
living. Whereas the second stage contained 
psychotic ideas which were expressions of 
complaints about the “evil world,” they now 
begin to introspect and look for their “inner 
evils.” This may be considered the beginning 
of the third phase of the group therapy 
process. 


The first evidences of introspection are 
shown when one patient sees and criticizes 
in another patient those things which he 
himself has been feeling. That such a pro- 
jective technique is used becomes obvious 
when two patients interpret quite differ- 
ently a situation presented by one of their 
number. In other instances it is quite ob- 
vious that these criticisms apply to the 
critic. This function is something which 


group activity affords that individual ther- 


apy cannot possibly adequately offer. The 
ability to criticize themselves through the 
medium of others provides a safe and pain- 
less method of introspection which appears 
to be a beneficial process. 


Throughout the course of treatment the 
patients continue to ask the therapist for 
advice and for opinions. This prevails 
whether the therapist feels obliged to an- 
swer their pleas or whether he avoids direct 
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comment of his own and refers the question 
to other patients. He seems to be regarded 
as a protective and yet authoritative figure 
and all it implies. Of course the feelings of 
the therapist are conveyed through the me- 
dium of his verbal contributions as well as 
through his own non-verbal activities. It 
has been noticed that a therapist of the op- 
posite sex will prohibit the expression of 
sexual anxieties which are more frequently 
and extensively discussed when the thera- 
ist is of the same sex. 

Only too often a psychonoxious effect is 
more easily discerned than a psychothera- 
peutic one. Such effects are at least a sign 
that a patient is being influenced by the 
process and every attempt should be made 
to make the subsequent sessions beneficial. 
Such an instance is illustrated in the fol- 
lowing case. The subject under discussion 
was the marital difficulties of a number of 
the women present. They were all express- 
ing hostility toward their mates. One pa- 
tient listening attentively was not entering 
into the discussion. About half way through 
the hour she tried to divert the conversa- 
tion by saying that she came to learn some- 
thing to help her and all this talk about un- 
happy marriage was a waste of time as it 
did not apply to her. Although she repeated 
this loudly several times the conversation 
was not diverted and she reacted by re- 
maining quiet for the rest of the hour. In 
addition she held her abdomen and _  gri- 
maced as though in pain. Later questioning 
brought out that this had been a sudden 
exacerbation of previous neurotic symptoms. 
The history of this patient revealed a great 
deal of ambivalence toward her husband and 
two sons which had previously led to a long 
neurotic adjustment followed by a cholecys- 
tectomy and a severe depression. Appar- 
ently the threat of recognizing her own hos- 
tile feelings was too great and she had to 
resort to her pathological defense when the 
other patients could not be silenced. In fu- 
ture sessions she was not able to recognize 
her problem but she did become desensitized 
to its discussion. 

In the other members a more encouraging 
result was obtained. They all seemed to 
achieve a mature attitude toward their mar- 
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ital problems and each in his own way made 
tentative plans for their future handling. 
Unfortunately the real benefit of this proc- 
ess is harder to evaluate than the detriment 
in the foregoing incident. 

It should be pointed out that each mem- 
ber of the group did not invariably main- 
tain the progress of the group as a whole. 
Furthermore, there were times when some 
upsetting factors would apparently put the 
group back and the members would revert 
to former attitudes. An example of the 
former was seen in the case of an extremely 
hostile woman who always had openly ex- 
pressed her deep hatred for her husband 
along with an intense desire to be loved. 
Apparently the therapist did not or could 
not show enough acceptance to satisfy her 
unusual need and she never passed the stage 
of testing out the situation. The manner in 
which she finally decided to manifest her 
feelings of rejection was to reject both the 
therapist and the group. This was accom- 
plished by bringing a book or magazine and 
reading or pretending to read. Occasionally 
she would respond to a show of attention 
but more often she would ignore any at- 
tempted contact. This continued hostility 
manifested itself on the twenty-third hour 
by an outburst of anger in which she claimed 
that the therapist was a “lousy psychia- 
trist” who showed poor judgment (presum- 
ably on the basis that she thought she was 
ready to go home and he didn’t). 

It was noticed that the absence of mem- 
bers or the introduction of a new and 
strange member would provoke a return of 
the old complaints against the hospital, etc. 
A change in the place of meeting or a radi- 
cal rearrangement of the seating order had 
the same effect. Sometimes an ynusual 
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event on the ward would cause a slowing 
down of the group therapy process. Usu- 
ally these setbacks were of short duration, 
but they otherwise resembled the first or 
second stages of the group. 

We do not feel qualified to make definite 
remarks about the closing phase of the 
process. None of us can see that he has 
reached a certain closing situation. Previ- 
ous experience with psychoneurotic patients 
in the army indicates that there is such a 
phase with neurotic patients. This was char- 
acterized by a marked decrease in the show 
of hostility and a tendency to look to the 
future and to pick the lessons from the past 
experience which had formerly been so dis- 
tasteful. We did have individual patients 
who were able to leave the hospital. Just 
prior to their departure it was noticed that 
they spoke more about future plans for 
themselves. At the same time they ap- 
peared somewhat aloof from the rest of the 
patients and did not so readily enter into 
the group discussion. More experience with 
groups will be necessary to determine 
whether an entire group can reach such an 


end stage more or less simultaneously. 
In summary it may be stated that group 
therapy is a process which goes through 


recognizable stages: First is the stage of 
testing out the situation; second, a free ex- 
pression of anxiety laden psychotic mate- 
rial; third, a period of introspection; mutual 
criticism and a working through of emo- 
tional problems; fourth, a final stage which 
is still hypothetical. Emotional release in 
more silent patients, greater freedom in psy- 
chotic productions, and a greater number of 
ways to approach each patient within the 
group would seem to be the peculiar advan- 
tages of this form of therapy. 
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1. One year of in-patient work with an ad- 
equate variety of psychiatric conditions. 

2. Six months full-time out-patient clinic 
work, or its equivalent, with emphasis 
on the study and treatment of psycho- 
neurotic patients, with a minimum of 20 
interviews per week per resident. 

3. Six months neurology—\% time clinical; 
14 time basic. 

4, Six months half-time service in the psy- 


chiatric aspects of general medical and 


surgical conditions. 

5. Six months half-time child psychiatry 
and experience in working with psychol- 
ogists and psychiatric social workers. 

6. Six months in specialized institutional 
psychiatry (feeble-minded, epileptic, 
forensic psychiatry, penology, drug and 
alcohol addiction, and so forth). 

7. During these 3 years it is recommended 
that there be available teaching ward 
rounds, staff conferences, seminars, 
journal clubs, adequate psychiatric texts 
and periodicals, participation in some 
phase of psychiatric investigation. 

8. During these 3 years there should be 

adequate instruction in the basic psy- 

chiatric concepts as covered in the ma- 
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terial recommended in the syllabus of 
the American Board of Psychiatry and 
Neurology. | 

9. In institutions in which there is no full- 
time senior staff there should be in the 
aggregate a minimum of 15 hours a 
week service by senior attending staff in 
capacities instructive to the resident 
staff. 

10. In planning or evaluating training, one, 
two, or three year programs may be 
worked out to include various fractions 
of the foregoing suggested items. For 
instance, a resident may devote a full 
day or half day a week to the psychia- 
tric aspects of medical and surgical con- 
ditions for a year or so while assuming 
major clinical responsibilities in a psy- 
chiatric hospital. 

The purpose in suggesting the foregoing 
program is to indicate a desirable spread of 
experience in the training of a psychiatrist. 
It is thought unwise for any teaching pro- 
gram to be rigidly or slavishly followed. 

AMERICAN BOARD OF PSYCHIATRY 
AND NEUROLOGY, INC. 
102-110 Second Avenue S. W. 

MINNESOTA 


ROCHESTER 


(Child Care 


Handbook of Child Guidance 

Chapter authors include: Bernard Glueck, 
Ethel Waring, E. DeAlton Partridge, Clif- 
ford Erickson, Harold W. McCormick, Mar- 
garet Gerard, Henry C. Schumacher, Ed- 
ward Liss, Percival Symonds, Gerard H. J. 
Pearson, Leo Kanner, C. M. Louttit, Char- 
lotte Towle, John Edward Bentley, Harry 
Bakwin, M. M. Chambers, Richard Jenkins, 
Franklin J. Keller, Charles S. Johnson, 
Louise Wagoner, Alexandra Adler, and 
Frances G. Wickes. 


The Nervous Child 
how in its sixth volume, contains the fol- 
lowing symposiums: 
1. Epilepsy in Childhood. 


P ublications) 


2. Ego Development and Ego Deviations. 
3. Psychopathology and Psychotherapy of 
Camping. 
4. Revision of Basic Concept of Juvenile 
Delinquency. 
—o— 


The Journal of Child Psychiatry 
Editorial Board: J. Louise Despert, Fred- 
eric J. Farnell, Ernest Harms, C. M. Louttit, 
Bernard L. Pacella, and Leo Kanner. First 
Volume—1947. 
—o— 
For detailed prospectus write to the pub- 
lisher. 
CHILD CARE PUBLICATIONS 
30 WEST 58TH STREET 
New YorkK 19, NEw YorK 
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DETROIT MEDICAL HOSPITAL 


7850 East Jefferson Street — Detroit 14, Michigan 
TELEPHONE: FITZROY 7100 


A private hospital devoted to the diagnosis and treatment of mental and 
nervous illnesses. All accepted psychiatric and mental therapies. 
Beautiful grounds on the Detroit River. 


Registered by A. M. A. Licensed by Michigan State Hospital Commission 


SAINT JOSEPH SANITARIUM 


(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone 526 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 


BALDPATE, Ine. 


Georgetown, Massachusetts 
Located in the hills of Essex County, thirty miles north of Boston. 


For the treatment of neuroses, personality disorders, psychoses, 
alcoholism and drug addiction. 


Psychotherapy is the basis of treatment; other methods such as shock 
therapy, malaria and fever box are used when indicated. 


Occupational therapy, outdoor activities, picnics and other diversions. 
GEORGE M. SCHLOMER, M.D., Medical Director 
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